described the clinical spectrum of trauma triggered migraine derived from an analysis of 50 attacks in 25 patients. The attacks were placed in four clinical types: (1) hemiparesis, (2) somnolence, irritability, and vomiting, (3) blindness, (4) brain-stem signs.
All attacks followed mild head trauma after a latent interval lasting generally between one and 10 minutes. Forty of the 50 attacks occurred in patients under 14 years of age. Full recovery occurred after a variable time in all but one case. This patient and one other had angiographically demonstrable occlusion of a branch of a middle cerebral artery. In its clinical and laboratory features trauma triggered migraine is similar to spontaneous migraine. It is a common phenomenon after head trauma in children.
SURGERY OF CRANIOFACIAL DEFORMITIES J. A. JANE (Charlottesville) noted that until about 10 years ago the outlook for rehabilitation of a child with major craniofacial deformity involving malposition of the eyes and significant asymmetry of facial and cranial bones was dismal. Although multiple attempts were often made by plastic surgeons to improve the symmetry of the features, the malposition of the skeleton, especially in the orbital region, made the final result disappointing to the patients' families and surgeons. In the field of neurosurgery attention had been directed towards prematurely fused suture lines, and efforts had been made to provide room for brain enlargement. Serious secondary deformities of the skull and face had been seen in many children during the years of growth after apparently successful maintenance of brain function. With further experience there had been a tendency towards operating at a progressively earlier age. The advantages of earlier treatment of these anomalies were the avoidance of psychological trauma to patients and parents and the possibility of more normal growth and the achievement of functions such as binocular fusion. In a series of over 20 cases operated on under the age of 6 years there had been one operative death. The patients included examples of Crouzon's disease, encephalocoeles, and complex craniofacial anomalies. With the newer diuretics potassium supplements had been prescribed. While on dehydration therapy the patient's total daily fluid intake had been limited to 900 ml. The patients had also been encouraged to lose weight. The success of the therapy had been controlled by serial measurements of the blind spot, and these had been obtained on a Bjerrum screen at 2 m using a 16 mm white object. Eight points had been plotted to give an octagonal figure, the area of which was derived from the formula J(a+ b)(c+ d) aJ2 where a= half the vertical height of the blind spot, b= half its width, and c and d= half of each of the two diagonals. It had been shown that this formula provided a useful approximation to the blind spot area and gave consistent results. The success of dehydration therapy had been shown not only by a reduction of blind spot size but also by the fact that no serious loss of visual acuity occurred in any of the patients treated. Confirmation of the validity of the blind spot measurements had been obtained by fluorescein angiography and colour photographs.
In future, fluorescein angiography was likely to be mainly of value in assisting diagnosis in cases of doubtful papilloedema. Some patients developed mild optic atrophy which was not accompanied by functional loss of vision.
It was concluded that neither surgery nor steroid therapy were necessary for the management of papilloedema in the overweight female and that Chlorthalidone appeared to be the most efficient of the dehydrating agents which had been studied. 
